insertion by standard insertion technique, we now use the modified jaw thrust technique routinely; it is easier, takes shorter insertion time and is less traumatic then the standard insertion technique. This technique can be considered as an alternative to standard insertion techniques and true efficacy can be ascertained by randomised controlled trials.
As the surgeons insisted on an oral tube, the nasal tube was pushed in till the proximal end was at the nostril [ Figure 1 ]. Then the mouth was opened and the most proximal part of the endotracheal tube visible through the cleft was caught with a paediatric Magill's forceps and pulled into the oral cavity [ Figure 2 ]. At the same time, the part of the tube in the pharynx was stabilised by pushing it posteriorly to the pharyngeal wall with the index finger of the left hand to prevent accidental extubation. Once the proximal end of tube was brought out through the oral cavity, endotracheal tube connector was attached and position confirmed with EtCO 2 and auscultation. The tube was then fixed in the midline and surgery commenced after giving fentanyl 2 mg/kg and atracurium 0.5 mg/kg intravenously. Maintenance of anaesthesia was with O 2 :N 2 O (1:2) with sevoflurane (1.5-2%). The child was extubated at end of surgery uneventfully after reversing the neuromuscular blockade and when fully awake.
Though infants can be intubated orally with fibreoptic bronchoscope, technical ease is more with the nasal route. Fibreoptic intubation succeeds less frequently by oral route because of the greater angle between oral cavity and the laryngeal inlet and also since keeping the bronchoscope in the midline is more difficult with oral route. [4] Though a nasotracheal tube can be changed to orotracheal using a guide wire, in the presence of a complete cleft palate, the technique described by us can be safely and easily accomplished. Since the introduction of i-gel in modern anaesthesia practice, it is widely used by the anaesthesiologists, accident and emergency department personnel and in pre-hospital care setting.
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The reported first attempt success rate is 86% [1] with primary (manufacturer's recommended) insertion technique. The manufacturers have also advised alternative manoeuvres to overcome the i-gel insertion difficulties by use of reverse i-gel insertion technique and jaw thrust. Rotational i-gel insertion [2] technique and tongue stabilization manoeuvre [3] are other useful methods. However, manufacturer's recommended jaw thrust manoeuvre technique is not widely supported. [3] Manufacturer's jaw thrust i-gel insertion technique is to seek the help of other's hand (requesting assistant help) to thrust the jaw while inserting the i-gel. The operator harmonisation is the key for successful placement with this technique. Lack of synchronisation may lead to insertion failure, trauma and prolong insertion time. This is mainly due to incoordination between the operator and the 'helping' hand.
We have devised a modified jaw thrust i-gel insertion technique. Once the pre-insertion preparation is ensured and patient is in sniffing morning air position, the i-gel is grasped firmly along with the integral bite block with cuff facing the patient's chin. Chin needs to be gently pressed down before inserting i-gel into patient's mouth. Then it is slid towards hard palate with a gentle push until it reaches the soft palate or oropharynx. Then modified jaw thrust technique is applied by lifting the angle of mandible with little fingers and other fingers to stabilise the jaw [ Figure 1a] , and then gently pushing the i-gel with thumbs [ Figure 1b ] till the final placement position by checking for the integral bite block mark at incisor teeth.
This technique creates room at hypopharynx by displacing tongue and other oral cavity structures. The force of thumb allows the i-gel to stay in centre and to the correct final position. This smooth insertion technique is favourable in terms of minimal possibility of oral cavity abrasions, trauma and displacement.
After encountering repeated difficulties with i-gel
No rent is small for migration of epidural catheter into sub-arachnoid space Sir, Epidural analgesia forms the mainstay of pain relief in abdominal surgeries. [1, 2] Epidural needle placement and catheter insertion are preferably performed under local anaesthesia, before induction of general anaesthesia. [3] Dural puncture by the epidural needle is a known complication, and the reported incidence of accidental dural puncture varies from 0.4% to as high as 6%. [4] Dural puncture precludes the catheter placement in the same inter-vertebral space because rent created in the dura mater may allow intra-thecal migration of
